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FLORIDA TITLEXM LONG-TERM CARE REIMBURSEMENTPLAN 

VERSION XXV EFFECTIVE DATE: 
I. Cost Finding and Cost Reporting 

A. 	 Each provider participatingin the Florida Medicaid nursing home program shall 

submit auniform cost report andrelated documents required by this plan using 

Agency for Health Care Administration (AHCA) form AHCA5 100-000, Rev. 7

1-90, as revised and prepared inaccordancewith the related instructions, 

postmarked or accepted bya common carrier no later than 3 calendar months after the 

close of its cost reporting year. Upon written request, AHCAshall grant an extension of 

time for filing cost reports. Four complete, legiblecopies of the cost report shall be 

submitted to AHCA, Bureau of Medicaid Program Analysis, Services. 

B. 	 All providers are required todetail all of theircosts for their entire reporting period, 

making appropriate adjustments as required by this plan for determination 

of allowable costs. For a new providerwith no costhistory in a newlyconstructed or 

existing facility entering the program or an existingprovider in a newlyconstructed 

replacement facility, the interimoperating and patientcare cost per diems shall be the 

lesser of: the class reimbursement ceiling based on Section V of this Plan, the budgeted 

operating and patient care cost per diems approved by AHCA basedon Section IIIof this 

plan, or theaverage operating andpatient care per diems (excluding incentives) in the 

district in which the facility is located plus50% of the difference between the average 

district per diem (excluding incentives) andthe facility class ceiling. Existing providers 

in a newlyconstructed replacement facility shall receive the greater of the above 

operating and patient care cost per diems or their current operating and patientcare per 

diems that are in effect priorto the operation of their replacement facility, not to exceed 

the facility class ceilings. The average district perdiem is calculated by takingthe sum 

of all operating and patient care perdiems divided bythe number of facilities. Changes 
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of ownership or of licensed operator do not qualifyfor increases in reimbursement rates 

associated with the change of ownership or of licensed operator.The Agency will 

provide that the initial nursing home reimbursementrates, for the operating, patient care, 

and MAR components, associatedwith related and unrelatedparty changes of ownership 

or licensed operator filed on or after September 1,2001, are equivalentto theprevious 

provider's reimbursement rate. 

For a new provider with no costhistory resulting from a changeof ownership or 

operator, filed prior to September ,1200 1,where the previous provider participated in 

the Medicaid program,the interim operating and patient care per diems shall be the 

lesser of: the class reimbursement ceiling based on Section V of this Plan, the budgeted 

per diems approved by AHCA basedon Section III of this Plan, or the previous 

providers' operating and patientcare cost perdiem (excluding incentives), plus 50% of 

the difference between the previous providers'per diem (excluding incentives) and the 

class ceiling. For a new provider with no cost history resultingfrom a change of 

ownership or operator filed on or after September 1,2001,where the previous provider 

participated in the Medicaid program, the interim operating and patient care new 

provider ceilings shall be-equivalent to the rates being paid tothe previous provider for 

operating and patient carecosts (excluding incentives). The above new provider 

ceilings, based onthe district average per diemor the previous providers'per diem, shall 
_-,""___1----)-

I-GX 1 	 apply to all new providerswith a Medicaidcertification effective on or after July 1, 

1991. The new provider reimbursement limitation above, basedon the district average 

per diem or the previous providers'per diem, whichaffects providers already in the 

Medicaid program, shall not apply tothese same providers beginning with the rate 

semester in whichthe target reimbursementprovision in Section V.B.16. ofthis plan 

does not apply. This new provider reimbursement limitationshall apply to new 
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providers entering the Medicaid program, evenif the new providerenters the program 

during a rate semester inwhich Section V.B.16. of this plan does not apply. New 

provider ceilings applicableto the first rate semester a new provider enters the program 

shall be the basis for calculating subsequent ratesemester new provider target ceilings 

for that same provider throughthe following calculation: 

Effective July 1, 1996, except for:the January 1,2000 and the January 1,2002 rate 

semesters for the patient care component andthe July 1,2002 and July 1,2003 rate 

semesters for the operating component, establishthe target reimbursement for operating 

and patient care cost per diems foreach provider by multiplyingeach provider's target 

reimbursement rate for operating and patientcare cost in Step V.B.16. from the previous 

rate semester, excluding incentivesand the Medicaid AdjustmentRate (MAR) withthe 

quantity: 

Florida Nursing Home Cost Inflation Index 
1 + 1.4 X (at the midpoint of the prospective rate period -1) 

Florida Nursing Home Cost Inflation Index at 
the midpoint oTthe currentrate period 

In the above calculation,the 1.4 shall be referred toas the inflation multiplier. 

New providers limited bythis section for the patientcare component forthe January 1, 

2000 rate semester and the operating component for the July 1,2002 and July 1,2003 

rate semester only shall be entitledto a similaradjustment in the inflation multiplier as 

described in Section V. B.16. For the January 1,2002 rate semester, the direct and 

indirect subcomponents ofthe patient care per diem shall not be subject to the target 

reimbursement described above. Forrate semesters subsequent toJanuary 1,2002, the 

indirect patient care subcomponent shall be limitedto the target reimbursement 

described above, whereas the direct patient care subcomponentshall not be limited to the 

target reimbursement described above. 

3 
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Providers on budget at December3 1,2001 shall have their interim patient care cost split 

into direct and indirect subcomponents basedon a 65% and 35% split, respectively, for 

the January 1,2002 rate semester. Upon submission ofan initial cost report, the actual 

allocation of direct and indirect patientcare costs will be adjusted through the cost 

settlement process. 

New providers with no costhistory resulting from achange of ownership or operator 

filed on or after September 1,2001, where the previous provider participated in the 

Medicaid program, shallbe eligible for the Medicaid AdjustmentRate (MAR). The 

interim MARshall be equivalentto the prior providers’ MAR. For newproviders who 

enter the program operating afacility that had been previouslyoperated by a Medicaid 

provider, the property reimbursementrate shall be established per Section V.E.4. of this 

plan. The property cost per diemfor newly constructedfacilities or replacement 

facilities shall be the lesser of the budgeted fair rental value rate approved by AHCA 

based on Section V.E. of this plan; or the applicable fair rental value based uponthe cost 

per bed standard that was in effect6 months priorto the date the facility was first putin 

service as a nursing home. Return on equity or use allowance per diems shall be the 

budgeted rate approved byAHCA per Section IIIof this plan. Prospective 

reimbursement rates shall only be set on cost reports for periods of6 months or more but 

not morethan 18 months. Cost reporting periods endingon or after July 1, 1991, shall be 

for periods 6 months or more but not more than 18 months. Interim ratesshall be cost 

settled for the interim rate period,and the cost settlementis subject to the above new 

provider reimbursement limitations.For changes of ownership or licensed operator filed 

on or after September 1,2001 the provider willbe required to filean initial cost report. 

For costsettlements related to changes of ownershipor licensed operator filed on or after 

September 1, 2001, the new provider’s operating target, patient care target, and MAR 

4 
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rates will be limited to the operating, patient care, andMAR rates that were being paidto 

the previous provider. 

C. 	 The cost report shall be prepared by a CertifiedPublic Accountant in taccordancewith 

Chapter 409.908, FloridaStatutes, on the form prescribedin Section LA., and on the 

accrual basisof accounting in accordance with generally accepted accounting principles 

as establishedby the American Institute of CertifiedPublic Accountants (AICPA) as 

incorporated by referencein Rule 61H1-20.007, F.A.C.,the methods of reimbursement 

in accordance with Medicare (Title XVm) Principles of Reimbursement,the Provider 

Reimbursement Manual (CMS-PUB.15-1) (1993) incorporatedherein by reference 

except as modified by the Florida Title XM Long Term Care Reimbursement Plan and 

State of Florida Administrative Rules. For governmentalfacilities operating on a cash 

method of accounting, data basedon such a methodof accounting shall be acceptable. 

The CPA preparing the cost report shall sign the cost reportas the preparer or, in a 

separate letter, state the scope of his work and opinion in conformitywith generally 

accepted auditing standards as incorporated by reference in Rule 61H1-20.008, F.A.C., 

and AICPA statementson auditing standards. Cost reports, whichare not signed by a 

Certified Public Accountant, or are not accompanied by aseparate letter signed by a 

CPA, shall not be accepted. 

D. 	 Effective for January 1,2002 rate setting, providers with a fiscal year endingon or 

before March 31,2001, may elect, without prior approval fromthe Agency for Health 

Care administration to changetheir current fiscal year end andfile a new cost reportfor 

a periodof not less than six months. Should a provider elect tochange their current 

fiscal year end and file a new cost report, then cost reports filedfor the next two years 

must have the same year end. 

5 
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E. 

F. 

All prioryear cost reports mustbe submitted to and accepted bythe Agency, before the 

current year cost report maybe accepted for rate setting. If a provider submits a cost 

report late, after 3 calendar months, and that cost report would havebeen used to set a 

lower reimbursementrate for a rate semester had it been submittedwithin 3 calendar 

months, then the providers' ratefor that rate semester shall be retroactively calculated 

using the new cost report, andfull payments atthe recalculated rate shall be effected 

retroactively. The lower rate shall not be paid retroactivelyif the provider adequately 

demonstrates, through documentation, that emergency circumstances preventedthe 

provider from submittingthe cost report withinthe prescribed deadline. Similarly,if a 

provider submits a cost reportlate because of emergency circumstances,and the use of 

that cost report would have resulted in higher reimbursementfor a rate semester had it 

been submitted within 3 calendar months, thenthe provider's rate for that rate semester 

shall be retroactively calculated using the new cost report, and full payment atthe 

recalculated rate shall be effected retroactively. Emergencycircumstancesare limited to 

loss ofrecords from fire, flood, theftor wind. 

A provider which voluntarily or involuntarilyceases to participate in the Florida 

Medicaid Programor experiences a change ofownership shall file a final cost reportin 

accordance with Section2414.2, CMS-PUI3.15-1(1993) when that provider has been 

receiving an interim reimbursement rate. All providersare required to maintain financial 

and statistical records in accordance with 42 CFR 413.24 (2000), sections (a), (b), (c), 

and (e). The cost reportis to be based onfinancial and statistical records maintained by 

the facility. Cost informationshall be current, accurate, and in sufficient detail to 

support costs set forth in the report. This includesall ledgers, books, records,original 

evidence of cost and other records in accordancewith CMS PUB. 15-1 (993) which 

pertain to the determination of reasonablecosts, and shall be capable of and available for 
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auditingby State and Federal authorities. All accounting and other records shall be 

brought up to date at the end ofeach fiscal quarter. These records shall be retained by 

the provider for aminimumof 5 years followingthe date of submissionof the cost report 

form to AHCA. 

G. Records of related organizationsas identified by 42 CFR 413.17(2000) shall be 

available upon demand to representatives, employees,or contractors of AHCA, the 

Auditor General, General Accounting Office (GAO),or Department of Health and 

Human Services (HHS). 

H. 	 AHCA shall retain all uniform cost reports submittedfor a periodof at least 3years 

following the date of submission ofsuch reports andshall maintain those reports 

pursuant to the record-keeping requirements of 42 CFR 43 1.17(2000). Access to 

submitted cost reportsshall be in conformity withChapter 119, Florida Statutes. 

I. 	 Chart of Accounts: For cost reports filed forthe cost reporting periodsending on or after 

December 31,2002, all providers must usethe standard chart ofaccounts (AHCA Form 

Number 5300-0001 AUG 02) to govern the content and manner ofthe presentation of 

financial information to be submitted by Medicaidlong-termcare providers in their cost 

reports. The standard chart ofaccounts includes specific accounts for each component 

of directcare staff by type ofpersonnel and may notbe revised withoutthe written 

consent of the Auditor General. 

II. 	 Audits and Desk Reviews 

Cost reports submitted by providers ofnursing home care in accordance with this Plan are 

subject to anaudit or desk review on a random basis and atany time the agency has been 

informed or has reason to believe that aprovider has claimedor is claiming 

reimbursement for unallowable costs. The performance of a desk review does not 

preclude the performance of an audit at alater date. 

7 
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A. Description ofAHCA’sProcedures for Audits-General 

1. 	 Primary responsibility for the audit ofproviders shall be borne by AHCA. The efforts of 

AHCA audit staffmay be augmented bycontracts with CPA firms to ensure that the 

requirements of 42 CFR 447.202 (2000) willbe met. 

2. All audits shall be based on generally acceptedauditing standards as incorporated by 

reference in Rule 61H1-20.008, F.A.C., ofthe AICPA. 

3. 	 Upon completion of each audit,the auditors shall issue a reportwhich meets the 

requirements of 42 CFR 447.202 (2000) and generally acceptedauditing standards as 

incorporated by reference inRule 61H1- 20.008, F.A.C.The Auditor shall declare an 

opinion as to whether, in all material respects,the financial andstatistical report 

submitted complies with all Federal and State regulations pertaining to the 

reimbursement program for long-termcare facilities. All reports shall be retained by 

AHCA for 3 years. 

4. The provider’s copy ofthe audit report shallinclude all audit adjustments and changes 

and the authority for each, andall audit findings and shall be accompanied by suchother 

documentationas is necessary to clarify such adjustmentsor findings. 

B. 	 Field Audit and Desk Review Proceduresupon receipt of a cost report fiom the provider 

prepared in accordancewith instructions finished by the agency, the agency will 

determine whether an audit or desk reviewis to be performed. Providers selected for 

audit or desk review will be notified in writing the AHCA AuditOffice or CPA firm 

assigned to perform the audit or desk review. 

1. 	 Upon completion of an audit or desk review and before publication of the 

audit of desk review report, the provider shall be given an exit conference at 

which all findings willbe discussed and explained. A copy of the proposed audit 

or desk review adjustmentswill be given to the provider at leastten (10) days 
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before the exit conference. If the provider fails to schedule an exit conference 

within twenty calendar days of receipt the adjustments, the audit or desk 

review report willbe issued withoutan exit conference. Desk reviewexit 

conferences will be conducted throughthe mail or in the agency’s office in 

Tallahassee. 

2. 	 Following the exit conference, the provider has sixty (60) calendar days to 

submit documentationor other evidence to contest any disallowed expenditures 

or other adjustments. For adjustments madedue to lack ofadequate 

documentation or lack ofsupport, any documentationreceived after the sixty-day 

period shall not be considered when revising adjustments madedue to lack of 

adequate documentation or lack of support. However, the sixty-day limitation 

shall not apply ifthe provider can adequately demonstrate, through 

documentation, that emergency circumstances preventedthe provider from 

submitting additional documentationwithin the prescribed deadline. Emergency 

circumstancesare limited toloss of records from fire, wind, floodor theft. 

3. 	 All audit or desk reviewreportsshall be issued by certified mail, return receipt 

requested andshall be mailed to the address of the nursing home tothe attention 

of the administrator. The provider shall have twenty-one(21) calendar days 

from the date of receiptof the audit report tochallenge any audit or desk review 

adjustment or auditor desk review findingcontained in the report by requesting 

an administrativehearing in accordance with Section 120.57, Florida Statutes 

and Chapter 28.106, Florida Administrative Code. The audit or desk review 

report shall constitute prima facie evidence of the propriety of the adjustments 

contained therein. The burdenof proof is upon the provider toaffirmatively 

demonstrate the entitlement tothe Medicaid reimbursement. Exceptas 
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